OBJECTIVE: Multiparous women demonstrate faster physiologic pregnancy adaptations and deliver infants with higher birthweights than nulliparous women, suggesting a more favorable, primed environment after a first pregnancy. We sought to determine if these findings are consistent in adolescent pregnancies by comparing perinatal mortality in multiparous adolescents compared to nulliparous adolescents. STUDY DESIGN: We conducted a retrospective cohort study of all term, singleton, non-anomalous births in women less than 20 years old, comparing perinatal mortality (intrauterine fetal [IUFD] and neonatal demise [NND]) between multiparous (parity¼1, with no history of abortion) and nulliparous (parity ¼ 0) women who delivered in California between 2007 and 2011. Chi squared tests and multivariable logistic regression analyses were performed to determine the frequencies and strength of association of perinatal mortality and parity, adjusting for maternal age, race, BMI, pregestational diabetes, chronic hypertension, fetal sex, smoking status, and socioeconomic status. A p-value less than 0.05 was used to indicate statistical significance. RESULTS: Of 202,658 total deliveries, 172,561 (85.1%) were nulliparous and 30,097 (14.9%) were multiparous with one prior birth. When compared to multiparous adolescents, nulliparous adolescents had significantly increased odds of IUFD (aOR 6.44, 95% CI 4.09-10.14), neonatal jaundice (aOR 1.45, 95% CI 1.40-1.52), NICU admission (aOR 1.24, 95% CI 1.18-1.30) and Apgar score less than 7 at 5 minutes (aOR 2.14, 95% CI 1.76-2.61) even after adjusting for relevant covariates. Compared to multiparous women, nulliparous women also had increased odds of small-for-gestational (SGA) age infants at <10% birth weight (aOR 1.60, 95% CI 1.39-1.83), SGA <5% birth weight (aOR 1.67, 95% CI 1.34-2.08), and SGA <3% birth weight (aOR 2.18, 95% CI 1.57-3.04). However, nulliparity was associated with a decreased odds of preterm delivery <37 weeks (aOR 0.76, 95% CI 0.73-0.79) and <32 weeks (aOR 0.82, 95% CI 0.77-0.88). CONCLUSION: Perinatal morbidity and mortality is significantly greater in nulliparous adolescents compared to multiparous adolescents, however, nulliparity is protective against preterm birth in this population. These findings suggest a potential role for increased surveillance in nulliparous adolescents to improve neonatal outcomes. Columbia University, New York, NY OBJECTIVE: While rare, vasa previa (VP) can have devastating consequences due to the potential for fetal hemorrhage in the event of vessel rupture. We report on a large series of antenatally diagnosed VP and its related pre and postnatal outcomes. STUDY DESIGN: A multicenter retrospective review of all patients who were diagnosed prenatally with VP on TV ultrasound in the NYC MFM research consortium centers between 2012 and 2018. Maternal and newborn data were gathered from medical records. Urgent delivery (UD) was defined as any cesarean performed prior to the patient's scheduled delivery date for a maternal, fetal or obstetrical indication. Steroids were administered at the discretion of the primary physician. Prematurity-related complications were defined as any RDS, sepsis, IVH, PDA, NEC, BPD, and/or jaundice. Data was analyzed using Mann Whitney U test, Student t-test, Chi square test, and Fisher exact test with p<0.05 as significance. RESULTS: 138 cases of VP were included, of which 8 were twin gestations. 38 cases (27.5%) were noted to resolve by 30 w on subsequent ultrasound. Median GA at diagnosis of those that resolved was earlier than those that persisted (20.3w vs 25.0w, p<0.001). Median GA at resolution was 28.2w (18.4-34.8). 34/100 (34%) with persistent VP required UD. Twins were twice as likely to require UD compared to singletons (62% vs 31%; p¼0.028). The most common reasons for UD were PTL/preterm contractions (11%), vaginal bleeding (9%) and PPROM (4%). In table 1, demographics, ultrasound findings and gestational age at delivery is compared between the UD and scheduled delivery group. In table 2, neonatal outcomes are compared between the two groups. 66.7% of infants were admitted to the NICU and mean birth weight was 2314g (890-3395). The median length of hospital stay was 6 days (1-119). The most common complications were jaundice (37%), RDS (44%), IVH (7%), PDA (7%), and 6% had sepsis. 45% of infants had no complications. There was one neonatal death (1.3%) due to complications of prematurity. CONCLUSION: To our knowledge, this report presents the largest series of prenatally detected vasa previa and its obstetrical/neonatal outcomes. Despite the low neonatal mortality rate with prenatal detection, one third of patients required urgent delivery and over half of neonates had complications related to prematurity. Urgent delivery was associated with twin gestations, a lower GA and birthweight at delivery, and a substantially higher rate of neonatal transfusion.
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